Initial force levels for incisor tipping using a clear aligner are found to be much higher than force levels generally thought to be ideal for such movements.
SARME Can Increase Airway Dimensions

Effects of Surgically Assisted Rapid Maxillary Expansion on Nasal Dimensions Using Acoustic Rhinometry.
Mitsuda ST, Pereira MD, et al: Oral Surg Oral Med Oral Pathol Oral Radiol Endod 2010; 109 (February): 191-196 Both total nasal volume and minimal cross-sectional area are found to significantly increase in adult subjects undergoing SARME for treatment of maxillary constriction.
Background: Once patients reach skeletal maturity, orthopedic expansion of the maxilla for treatment of transverse deficiency typically involves surgically assisted rapid maxillary expansion (SARME). This consists of osteotomies in the walls and pillars of the maxilla to reduce the resistance to expansion prior to the activation of an orthopedic device. Patients have reported respiratory improvements after expansion, but nasal obstruction is difficult to measure. Acoustic rhinometry can be used to study nasal dimensions by analyzing acoustic wave reflection on the nasal cavity walls. Objective: To evaluate the affects of SARME on nasal dimensions using acoustic rhinometry. Design: Prospective clinical study. Participants: 27 patients (11 males and 16 females) with maxillary transverse deficiency >7 mm, bilateral posterior crossbite, and no evidence of nasal obstruction were included. Methods: Hyrax appliances were cemented to the dentition in all patients, and then the midpalatal suture was surgically released and osteotomies were performed on all maxillary walls, including bilateral pterygomaxillary disjunction. The Hyrax was activated 1.6 mm the day of surgery and, after initial healing, 0.4 mm each day until the planned expansion was achieved. Acoustic rhinometry was done prior to expansion and 6 months following expansion and was used to measure total nasal volume and the minimal cross-sectional area. At each time point, 5 measurements were done without decongestant and then 5 measurements were done following use of a decongestant. Results: For the right nasal cavity, nasal volume increased a mean of 60% with a decongestant and 47% without a decongestant. For the left nasal cavity, nasal volume increased a mean of 65% with a decongestant and 59% without a decongestant. A statistically significant increase in minimal cross-sectional area and total nasal volume was found after SARME both with and without decongestant use. Conclusions: SARME can increase the minimal cross-sectional area and total volume of the nasal cavity. Reviewer's Comments: This study demonstrates that SARME can impact nasal dimensions, but still does not really address whether it can improve nasal function. Can it change an obligate mouth breather into a nose breather? I am still a bit leery of the nasal rhinometry as a measurement tool that provides meaningful information, and I am also somewhat concerned that the rhinometry in this study seems to have been done by the surgeon who was involved in the SARME rather than an independent, blinded observer. But, it is encouraging to see that several studies now seem to support the airway improvement with SARME. (Reviewer-Brent E. Larson, DDS, MS).
Interceptive Orthodontic Tx Alone Better Than Doing Nothing
Effectiveness of Interceptive Orthodontic Treatment in Reducing Malocclusions.
King GJ, Brudvik P: Am J Orthod Dentofacial Orthop 2010; 137 (January): [18] [19] [20] [21] [22] [23] [24] [25] Approximately one-third of patients who receive only interceptive orthodontic treatment have results that are not improved or worse.
Background: Is interceptive treatment more effective than no treatment in improving malocclusions? This is a critical question for countries with limited financial and treatment options. Objective: To compare the effectiveness of doing only interceptive orthodontic treatment versus doing no treatment at all. Participants: The sample for this study consisted of 2 groups of patients whose initial ages were slightly >9 years. Methods: For the control group of 113 subjects, models were taken initially and 2 years later with no treatment being done. In the treatment group, models were taken initially and after the completion of interceptive orthodontic treatment. The index of complexity, outcome and need (ICON) was used to evaluate the initial need for treatment and final treatment outcome acceptability. The changes between the 2 groups after the 2-year period were statistically analyzed. Results: The untreated group, as might be expected, showed no improvement in their malocclusions. The scores for the treatment group improved approximately 39%; however, approximately one-third of the treatment group had final malocclusions that were categorized as "not improved or worse." Also, the mean scores for the final models in the treatment group were above the cut-off line that is considered acceptable treatment. Conclusions: A systematic program of interceptive orthodontic treatment during the mixed dentition is more effective than doing nothing to improve malocclusions over the near term. Reviewer's Comments: This was an interesting study that has more relevance for countries with limited financial and treatment resources and that provides a basis for using these limited financial resources to perform interceptive orthodontic treatment versus doing nothing. It has much less relevance in countries where comprehensive orthodontic treatment is widely available. It did not surprise me that the treatment group had a greater improvement in malocclusions versus doing nothing, but it did surprise me that in that group approximately one-third of the patients had final results that were categorized as not improved or worse. I would like to have seen a breakdown of the specific treatment regimens and appliances that were used in the treatment group. (Reviewer-John S. Casko, DDS, MS, PhD).
Using Miniscrews to Avoid Maxillary Surgery
Mandibular Deviation and Canted Maxillary Occlusal Plane Treated With Miniscrews and Intraoral Vertical Ramus
Osteotomy: Functional and Morphologic Changes. In unique circumstances, using miniscrew anchorage to correct a maxillary canted occlusal plane can avoid the need for bimaxillary surgery in patients with an asymmetric mandible.
Background:
Most patients who have a canted maxillary occlusal plane and a horizontally deviated mandible require both maxillary and mandibular surgery. Are there specific instances in patients with this type of malocclusion in which maxillary surgery can be avoided? Objective: The purpose of this case report article was to describe the treatment of a 16-year-old male who presented with a canted maxillary occlusal plane and chin deviation to the left. Case Report: The patient had a Class III malocclusion on the right side and a Class II malocclusion on the left side with normal overjet and minimal crowding in both arches. The patient had a normal profile with a significant deviation of the chin to the left. Treatment for this patient consisted of leveling the canted maxillary occlusal plane by intruding the maxillary right posterior teeth with a segmented archwire anchored by a miniscrew placed between the first and second molars. After leveling the maxillary arch, an intraoral vertical ramus osteotomy was performed to correct both the horizontal and vertical asymmetries of the mandible. The dental and facial post-treatment results are excellent. Conclusions: By using miniscrew anchorage to level the maxillary occlusion, surgery was limited to only the mandibular arch. Reviewer's Comments: The treatment in this case was successful because the patient presented with a unique set of problems. He had a cant to the maxillary occlusal plane due to extrusion of the maxillary right posterior teeth and also had a normal anteroposterior position of the maxilla and normal overjet. If the patient had required any anteroposterior repositioning of the maxillary bimaxillary, surgery would have been required. This case report provides an excellent example demonstrating how miniscrew anchorage can be used as an excellent adjunct to treatment. (Reviewer-John S. Casko, DDS, MS, PhD).
Important to Know Which Patterns of Tooth Wear Are Normal
Tooth Wear Patterns in Subjects With Class II Division 1 Malocclusion and Normal Occlusion.
Janson G, Oltramari-Navarro PVP, et al:
Am J Orthod Dentofacial Orthop 2010; 137 (January): 14.e1-14.e7
It is normal to see greater tooth wear on the palatal surfaces of the maxillary central incisors and the incisal surfaces of the maxillary canines for patients with a normal occlusion versus a Class II malocclusion Background: Is it normal for patients with a Class I occlusion to have different tooth wear patterns than patients with a Class II Division 1 malocclusion? Knowing the answer to this question would be helpful to identify tooth wear patterns that are normal. Objective: To evaluate the prevalence of tooth wear in adolescents with Class II malocclusion compared to adolescents with normal occlusion. Sample: The sample for this study consisted of dental casts from 310 subjects.
Methods:
The subjects were divided into 3 groups. Group 1 consisted of patients with normal occlusion, Group 2 patients had complete Class II Division 1 malocclusion, and Group 3 patients had half-cusp Class II Division 1 malocclusion. Dental wear on the casts from the 3 groups was assessed by using a modified version of the tooth-wear index (TWI), and the difference in tooth wear patterns was evaluated statistically.
Results:
The casts from the normal occlusion group had greater wear on the palatal surfaces of the maxillary central incisors and the incisal surfaces of the maxillary canines compared to both Class II malocclusion groups. The complete and half-cusp Class II Division 1 malocclusion groups had greater wear on the occlusal surfaces of the maxillary second premolar and first molar, the occlusal surfaces of the mandibular premolars, and the buccal surfaces of the mandibular posterior teeth when compared with the normal occlusion group. The half-cusp Class II Division 1 malocclusion group had greater wear on the incisal surfaces of the mandibular incisors compared with the complete Class II Division 1 malocclusion group. Conclusions: Subjects with normal occlusion or complete or half-cusp Class II Division 1 malocclusions have different tooth wear patterns. Reviewer's Comments: This was an interesting study. Some of the findings made sense to me and some did not. It seems reasonable to me that patients with normal occlusion would have greater tooth wear on the palatal surfaces of the maxillary central incisors because they did not have excessive overjet, and it also made sense that they would have more wear on the incisal surfaces of the maxillary canines because they would be more likely to have a cuspid-protected occlusion. What did not make sense to me was why the half-cusp Class II Division 1 group had greater tooth wear on the incisal surfaces of the mandibular incisors compared with the complete Class II Division 1 malocclusion group. In any case, I believe it is helpful to know which patterns of tooth wear are normal for each group. (Reviewer-John S. Casko, DDS, MS, PhD).
